AIM-This study evaluated two strategies to facilitate involvement in Alcoholics Anonymous (AA) -a 12-step-based directive approach and a motivational enhancement approach -during skills-focused individual treatment.
Introduction

Effectiveness of Alcoholics Anonymous
Alcoholics Anonymous (AA) was founded with the goal of helping individuals who suffer from alcoholism. In 2007, there were more than 113,000 AA groups in existence worldwide [1] . In AA's 2007 triennial survey [1] of over 8,000 members from the U.S. and Canada, 33% percent of members reported that they had been sober over 10 years, 12% for 5 to 10 years, and 31% for less than one year. Two meta-analyses [2, 3] concluded that a positive relationship exists between AA participation and drinking outcomes. Recent studies also have suggested that AA attendance and participation are associated with improved alcohol outcome [4--14] .
Facilitating Involvement in AA
Several researchers have evaluated methods for encouraging AA involvement among patients in alcoholism treatment. Humphreys [15] reviewed three studies in which patients received a 12-step treatment intervention or another intervention (e.g., cognitive-behavioral therapy [CBT] ). In these studies -Project MATCH [16, see also 17] , the Department of Veterans Affairs nationwide treatment study [6, 18] , and McCrady, Epstein, and Hirsch [19, see also 8] -12-step oriented treatments were found to be more effective than other treatment conditions at promoting patients' affiliation with 12-step self-help groups.
Project MATCH [16] is noteworthy, as the twelve-step facilitation (TSF) therapy developed for use in the study has been carefully manualized and extensively evaluated. Tonigan, Connors, and Miller [17] described AA attendance rates in Project MATCH as a function of the three treatment conditions (TSF, CBT, and motivational enhancement therapy [MET] ) in the outpatient sample of alcoholic clients. They found that TSF outpatient clients reported higher AA attendance rates during treatment and during the nine months immediately following treatment, relative to clients in other conditions. On average, TSF clients reported attending AA on approximately 20% of days during treatment (see Figure 11 .1, p. 191). Attendance declined to 10% to 15% after the treatment period was completed. A similar pattern was reported for AA-related behaviors. Clients receiving TSF treatment reported more involvement in AA activities, relative to clients in CBT or MET. Again, clients reported an increase during treatment, followed by a decline in AA-related activities post treatment.
Brief intervention approaches-Although research has demonstrated the efficacy of TSF treatment, the practical implications of these findings may be limited. For administrators of existing treatment programs who wish to maintain their programs' current focus (on cognitive-behavioral methods, for example), but nevertheless seek to increase their clients' involvement with 12-step programs, research documenting the efficacy of intensive referrals [e.g., 20, 21] or brief additions [22] to existing treatment may have more immediate relevance.
One attempt at developing a brief intervention for facilitating involvement in AA has been reported by Kahler et al. [22] . Forty-eight inpatient detoxification patients were randomized to receive either five minutes of advice to attend AA or a sixty-minute motivational enhancement session [see 23] focusing on increasing 12-step involvement. The two groups did not differ during the 6-month follow-up in terms of AA attendance or alcohol outcomes. However, the motivational intervention was associated with better alcohol outcomes for patients with less 12-step experience, whereas brief advice was associated with better outcomes for patients with more 12-step experience. Greater AA and NA attendance in a given follow-up month was also associated with less alcohol use. This study suggests that a motivational approach may hold some promise, at least among clients with less 12-step experience. Limitations of the study include the relatively small sample size and the absence of a no-facilitation-strategy control group.
Mechanisms of Action
Although there is longitudinal evidence that greater AA attendance and active involvement is associated with reduced drinking [e.g., 5, 24] , the causal pathways underlying this relationship have been less thoroughly studied. The question remains, are clients more successful because they participate in AA, or does clients' willingness to attend AA result from their motivation and success at maintaining abstinence? Also, if engagement with AA is causally related to increased post treatment abstinence, what mediating mechanisms underlie this effect?
One mechanism that may explain the positive relationship between AA attendance and post treatment abstinence is involvement in AA-related activities such as using a sponsor, working the AA steps, and reading AA literature. To examine this possibility, Humphreys et al. [18] , McKeller, Stewart, and Humphreys [25] , and Moos et al. [10] analyzed data from a VA sample of 3018 male substance-abusing inpatients attending one of five 12-step, five cognitive-behavioral, or five eclectic (i.e., mixed) treatment programs; patients were not randomized to program type.
At the one-year follow-up, patients in the 12-step and eclectic programs reported more selfhelp group involvement relative to patients in the cognitive-behavioral programs [18] . Also, patients in the 12-step programs were more likely to be abstinent (45%), relative to patients in the cognitive-behavioral programs (36%) or eclectic programs (40%; [10] ). Similarly, patients in the 12-step programs were more likely to be free of substance abuse problems, relative to patients in the other two types of programs [10] . A cross-lagged structural equation model suggested that one-year post treatment AA affiliation predicted lower alcohol problems at the two-year follow-up, but that the reverse path -alcohol problems predicting subsequent AA affiliation -was not significant [25] . Taken together, these findings are consistent with the notion that AA affiliation leads to improved alcohol outcome.
Current Study
The studies reviewed above indicate that AA involvement can be influenced by specific treatment strategies, although the extent to which relatively minor modifications to existing programs can yield improved outcomes remains uncertain. Also, the causal relationship between engagement with AA and reductions in alcohol use is in need of additional study and replication. The purpose of the current study was to examine, in the context of a skillsfocused individual treatment program, the efficacy of two strategies to facilitate involvement in AA. The two strategies -a 12-step-based directive approach (DIR) and a motivational enhancement approach (MOT) -were compared to a treatment-as-usual (TAU) condition with no special emphasis on AA involvement. These two strategies were selected for study based on their differing philosophies (i.e., the DIR is more therapist directed versus the MOT which is more client centered). Also, the DIR condition specifically has empirical support, based on the above body of work documenting that 12-step treatments are associated with subsequent AA involvement. Thus, it was hypothesized that participants exposed to either of the two AA-facilitation strategies would have greater Alcoholics Anonymous involvement and improved alcohol outcomes relative to those in the comparison group. Further, it was hypothesized that the effect of facilitation strategies on alcohol outcome would be mediated through AA involvement.
Method Participants
Clients were recruited from the outpatient Clinical Research Center (CRC) at the Research Institute on Addictions in Buffalo, NY, USA. Eligibility criteria were: (a) surpassed 6 th grade, (b) no legal or employer mandate for treatment, (c) willing to attend 12 weekly sessions, (d) drinking during the past 3 months, (e) no intravenous drug use in the past three months, and (f) at least 18 years old. Figure 1 depicts the flow of participants through the study protocol. Recruitment was accomplished primarily through newspaper advertisements during January, 2000 through February, 2002.
Of 297 eligible callers, 224 presented for an intake interview, ultimately yielding an intentto-treat sample of 169 individuals. At baseline, 74.0% of the 169 participants provided written consent for the conduct of telephone interviews with a significant other to permit assessment of participants' alcohol use and AA attendance. Characteristics of the intent-totreat sample are presented in Table 1 .
Treatment
All clients received a 12-session, manualized skills-based treatment package, partially adapted from Monti, Abrams, Kadden, and Cooney [26] , that included topics such as problem-solving skills, drink refusal, and relaxation skills. The first session was 90 minutes; remaining sessions were 60 minutes. Beginning in Session 2 and throughout the remainder of treatment, all clients were given the weekly instruction to "attend at least a couple of AA meetings each week." What differed among conditions were the manner in which the therapist discussed AA involvement and the extent and content of AA material covered during sessions (see Table 2 ).
In the DIR condition, when discussing AA, therapists used a therapist-directed AA facilitation style consistent with the Project MATCH twelve-step facilitation therapy [see 27]. In Session 2 the therapist and client discussed Step 1 of AA, and the therapist instructed the client to attend "at least a couple of meetings each week," with the tradition of "90 meetings in 90 days" also mentioned. The client signed a contract describing the client's goal of attending weekly meetings. Also, the client was encouraged to keep a journal of meetings attended, and was provided with the AA "Big Book" [28] and Living Sober [29] . In Session 3, the discussion of AA-related material focused on AA Steps 2 and 3 and on the fellowship of AA. Session 4, the significant other session, was focused on the significant other's involvement in Al-Anon. In Session 7, the therapist and client discussed the concept of "getting active:" participating in meetings, receiving support from other AA members, and using a sponsor. Overall, approximately 38% of material delivered during the 12 sessions had an AA focus; the remainder of the material was skills based.
In the MOT condition, when discussing AA, a motivational enhancement approach to encouraging AA attendance and participation was employed. This approach was designed to incorporate the principles and methods of motivational interviewing [23] . Specifically, in Session 2, the therapist elicited from the client his or her thoughts about, attitudes toward, and prior experiences with AA. After reflecting this information back to the client, the therapist provided a brief overview of the positive aspects of AA, aspects that are sometimes identified as negative, and a summary of points that address common objections to AA. Finally, the therapist stated that "although you may likely benefit from attending at least a couple of AA meetings each week, ultimately it is up to you to determine your own level of involvement." In Session 3, the therapist helped the client gauge the relative strength and importance of the costs and benefits of AA and attempted to facilitate a decision in favor of attending AA. Overall, approximately 20% of treatment material had an AA motivational focus.
In the TAU condition, clients received the standard instruction to "attend at least a couple of AA meetings each week." In subsequent sessions, in conjunction with reviewing how clients were functioning, the therapist briefly asked about AA attendance. When clients reported attendance, the therapist stated, "good; AA is an important component of your treatment. You should continue to attend at least a couple of AA meetings each week." Overall, approximately 8% of treatment material had an AA focus.
All six therapists were trained together in the skills-based treatment. Therapists then were trained in pairs (by condition) to use one of the three approaches to discussing AA. Ongoing supervision was condition-specific and included review of session audiotapes.
Random assignment to condition was conducted by the third author via urn randomization [30, 31] to balance lifetime Alcoholics Anonymous Involvement [32] scores across conditions.
Clients attended an average of 6.9 (SD = 4.6) of the 12 possible sessions. There were no significant differences among experimental conditions.
Assessments
At baseline, treatment end, and 6 and 12 months after the end of treatment, the client completed an in-person assessment that included a questionnaire packet and an interview. At 3 and 9 months after the end of treatment, the interview was conducted with the client over the phone. Collateral interviews occurred via phone at baseline, end of treatment, and at 3, 6, 9, and 12 months following treatment end. Research interviewers were blind to intervention condition.
AA participation-The Timeline Follow-Back (TLFB) interview [33] was used to assess AA meeting attendance. At baseline, the client reported the presence or absence of attendance at AA for each day of the previous six month period. Following treatment, this interview was administered at the end of treatment and at the end of each of the four followup periods (3-, 6-, 9-, and 12-month follow-ups). The average number of days of AA meeting attendance per month (AA Meetings) during the previous three months, or, for the previous six months in the case of the baseline interview, was calculated.
The Alcoholics Anonymous Involvement questionnaire [32] was administered at baseline, end of treatment, and at the 6-and 12-month follow-ups. Two variables were calculated from this questionnaire. First, an AA Behaviors scale score was derived from the sum of the presence (= 1) or absence (= 0) of six behaviors: attendance at a meeting, considering self to be a member of AA, going to "90 meetings in 90 days" (i.e., daily sobriety meetings), celebrating an AA sobriety birthday, having an AA sponsor, and being an AA sponsor. A second variable was calculated based on the count of the number of AA Steps "worked." At baseline, these questions were asked from a lifetime perspective. At treatment end, the questions were asked for the treatment period; at 6-and 12-month follow-up assessments, they were asked for the previous six months. Reliability of the scale is acceptable [32] .
Alcohol use and consequences-The TLFB interview was used to gather daily drinking data from the participant and collateral. Days were coded as abstinent, light (one to three standard drinks), moderate (four to six standard drinks), or heavy (more than six standard drinks) drinking. Percent days abstinent (PDA) and the percent days of heavy drinking (PDH) were calculated for the 6-month baseline period, the treatment period, and the four quarterly follow-up periods; each quarterly follow-up time point represents the average percentage of days abstinent (or heavy drinking) during the previous three months.
The Drinker Inventory of Consequences (DrInC, [34] ) was used to assess a wide range of negative effects of alcohol use. Frequency of occurrence of each of 45 negative consequences was assessed for occurrence during the previous 6 months (at baseline and at 6-and 12-month follow-up assessments). For each item, response choices ranged from "never" (0) to "daily or almost daily" (3). Responses were summed to calculate a total score. Psychometrics of the scale are acceptable [34] .
Data Analytic Strategy
Effects of AA facilitation on outcome-Repeated measures analyses of covariance (ANCOVAs) with planned contrasts evaluated the hypotheses that participants in the DIR and MOT conditions would show greater involvement in AA and lesser involvement with alcohol relative to those in the TAU condition. To test these hypotheses, we subjected posttreatment assessments of each outcome measure to an ANCOVA in which the baseline score served as the covariate. We used a restricted maximum likelihood approach to estimate model parameters using Proc Mixed in SAS/STAT 9 [35] . Within the ANCOVAs, planned comparisons separately examining the effects of DIR (versus TAU; i.e., the "DIR contrast") and MOT (versus TAU; i.e., the "MOT contrast") provided the key omnibus tests of hypotheses. Linear, and when possible, quadratic and cubic effects of time were examined as main effects and in interaction with the experimental condition contrasts.
Mediation of the treatment condition effect on percent days abstinentMaximum likelihood estimation, using AMOS software, version 6 [36] , was used to test a model in which the treatment condition had direct effects on both PDA and AA involvement, which in turn predicted subsequent waves of PDA and AA involvement in a cross-lagged panel design. Imputation of missing data was performed using the expectation maximization algorithm in SPSS 15.0 [37] . Cases were included only if participants had completed at least one post treatment TLFB wave. Using this rule left 154 cases in the dataset.
Model fit was assessed using chi square, the comparative fit index (CFI), the normed fit index (NFI), and the root mean square error of approximation (RMSEA). CFI and NFI values of greater than 0.95 indicate "superior" model fit; RMSEA values of less than .08 indicate "reasonable" errors of approximation [38] .
Results
Preliminary Analyses
Transformations-Outcome variables evidencing significant deviations from normality were transformed using arc sine (PDA, PDH), inverse (AA Meetings), or square root (DrInC) transformations.
Participant -collateral agreement-All correlations between participant and collateral reports were significant (ps < .01). For AA Meetings, correlations ranged from .61 to .81. For PDA, correlations ranged from .60 to .81. For PDH, correlations ranged from .25 to .52. Client and collateral reports were not significantly different for 13 of 15 comparisons; collaterals reported significantly greater PDH drinking relative to participants at 9-and 12-month follow-up assessments (ps < .05).
Effects of AA Facilitation Condition on Outcome
Repeated measures ANCOVAs with planned contrasts were performed to evaluate the DIR and MOT condition effects on AA-related outcomes and alcohol involvement outcomes.
AA-related outcomes-Three dependent variables were evaluated via repeated measures
ANCOVAs --AA Meetings, AA Behaviors and AA steps. Raw means are displayed in Figure 2 . For AA Meetings, a DIR contrast main effect, F(1, 148) = 4.75, p < .05, was modified by a DIR contrast interaction with the quadratic component of time, F(1,419) = 6.45, p < .05. Significant simple contrast effects were revealed at the 3-month, 9-month, and 12-month follow-up points, Fs(1, 419) = 4.17, 7.31, and 4.70, ps < .05, .01, and .05, respectively, each indicating greater AA meeting attendance among participants in the DIR condition relative to participants in the TAU condition. Consistent with hypotheses, participants who received the DIR facilitation strategy reported attending more AA meetings during these follow-up windows than did participants in the TAU condition.
For the AA Behaviors scale, a significant DIR contrast main effect, F(1, 133) = 5.76, p < . 05, was modified by an interaction with the linear component of time, F(1, 115) = 5.15, p < . 05. A significant simple contrast effect at the 12-month assessment point, F(1, 115) = 7.05, p < .01, indicated that participants in the DIR condition reported more AA-related behaviors during the last six months of follow-up than did participants in the TAU condition.
For AA "steps worked," a significant interaction between DIR and the linear component of time was found, F(1, 115) = 4.16, p < .05. A significant simple contrast effect was revealed for the 12-month follow-up point, F(1, 115) = 4.17, p < .05, which indicated that participants in the DIR condition reported more AA steps worked during the last six months of follow-up relative to participants in the TAU condition.
The main effects of time, the MOT contrasts and MOT by time component interactions were not significant for any of the three AA-related outcomes.
Alcohol involvement outcomes-Three alcohol involvement dependent variables were evaluated --PDA, PDH, and the DrInC. Raw means are displayed in Figure 3 . For PDA, a significant quadratic main effect of time was present, F(1, 419) = 5.15, p < .05. A significant DIR contrast main effect for PDA, F(1, 148) = 4.30, p < .05, was modified by an interaction with the quadratic component of time, F(1, 419) = 7.89, p < .01. Significant simple contrast effects were revealed for the 6-month and 12-month follow-up points, Fs(1, 419) = 5.47 and 4.98, both ps < .05. Consistent with our hypotheses, participants who received the DIR facilitation strategy reported more abstinent days during these follow-up windows than did participants in the TAU condition. The MOT contrast and MOT by time interactions were not significant in this analysis.
Neither PDH nor DrInC scores yielded significant main effects for time or treatment condition contrasts as either main effects or in interaction with time, indicating no effect of either AA facilitation strategy for these dependent variables.
Mediation of the Treatment Condition Effect on Percent Days Abstinent
As reported above, the directive AA facilitation condition led to relatively greater increases in both abstinence and AA involvement. We next undertook analyses to evaluate the hypothesis that AA involvement mediated the relationship between treatment condition and PDA. Figure 4 displays the model examining Alcoholics Anonymous involvement (AAI) as a mediator in the relationship between treatment condition (TAU and MOT combined versus DIR; dummy coded as 0 and 1, respectively) and outcome PDA. Involvement in AA was represented as a latent construct, using three indicators: AA Behaviors scale scores, the number of steps "worked," and AA Meetings during the previous three months. Three waves of data were modeled: the end-oftreatment assessment, the 6-month follow-up, and the 12-month follow-up. During model development, review of modification indices suggested the addition of four covariances among error terms between assessment waves, a direct path between during-treatment PDA to 10-12 month PDA, and the addition of two correlations between residual terms within assessment waves. Figure 4 indicates that the directive approach to facilitating AA had a nearsignificant (p < .06) positive direct effect on PDA during treatment. The directive approach also had a near-significant (p < .10) positive direct effect on the mediator --AAI --during treatment. These effects were consistent with the significant effects identified in outcome analyses. In terms of the cross-lagged portion of the model, the AAI construct at the end of treatment and at 6-month follow-up had significant direct effects on subsequent PDA. In contrast, PDA had no significant direct effects on subsequent AAI. This pattern of findings is consistent with the existence of a mediated pathway from the directive AA facilitation approach, through involvement in Alcoholics Anonymous, to the percent days abstinent dependent measure. Although the chi square test for the model was significant, χ 2 (52) = 83.7, p < .01, fit indices indicated good model fit to the data, NFI = .940, CFI = .976, RMSEA = .063.
Alcoholics Anonymous involvement as a mediator-
Inspection of
Discussion
This study examined a 12-step-based directive strategy and a motivational enhancement strategy for facilitating involvement in Alcoholics Anonymous. Each strategy was implemented in the context of a 12-session skills-based outpatient alcoholism treatment protocol. As hypothesized, participants exposed to the 12-step directive strategy for facilitating AA involvement reported more active involvement in AA and greater abstinence during portions of the year following treatment, relative to participants in the treatment-asusual comparison group. Further, SEM indicated that the effect of the DIR treatment on subsequent PDA was partially mediated through AA involvement.
The DIR facilitation condition was successful in increasing AA attendance beyond the level found in the TAU clients. For instance, clients in the DIR condition attended an average of 3.5 meetings per month during the first three months post treatment. This level of AA attendance is similar to that found during the follow-up to the Project MATCH treatments. In that study, for the full sample, AA attendance was, on average, "slightly higher than once every ten days during the follow-up phase of the study" (i.e., approximately 3 meetings per month) ( [12] ; p. 71). For the Project MATCH outpatient TSF condition specifically, AA attendance ranged from 10% to 15% of days during follow-up (i.e., between 3 and 4.5 meetings per month) ( [17] ; Figure 11 .1, p. 191).
During follow-up, participants in the current study's DIR condition also reported 1.2 AArelated behaviors during the first six months following treatment, out of a possible six behaviors. This figure is comparable to the number of AA involvement behaviors reported by clients in the Project MATCH outpatient TSF condition; at the assessment point six months following treatment, patients in that study reported an average of 2.5 behaviors (out of a possible 13) ( [17] ; Table 11 .1, p. 194).
In addition to increased involvement in AA, as hypothesized, participants receiving the DIR facilitation strategy also reported a greater percent days abstinent during follow-up, relative to TAU participants. Averaged across the follow-up year, the DIR participants reported about 80 percent days abstinent, relative to only about 65 percent days abstinent for participants in the TAU condition. This is a compelling finding, as the DIR condition did not differ from the TAU condition in terms of skills-based treatment material -the two conditions differed only in the extent and nature of AA-related material that was presented and discussed.
One potential mediator of the relationship between treatment condition and percent days abstinent during follow-up is AA involvement. A structural equation model demonstrating a p < .10 direct effect of treatment condition (TAU + MOT versus DIR in this analysis) on AA involvement during treatment, and significant direct effects of AA involvement during treatment and at six months follow-up on subsequent waves of percent days abstinent, yielded support for this hypothesis. Specifically, the standardized total effect of treatment condition on percent days abstinent at 10 to 12 months following treatment was β = .122; 23% of this effect was mediated through AA involvement. Similarly, the standardized total effect of treatment condition on percent days abstinent at four to six months following treatment was β = .108; 19% of this effect was mediated through AA involvement. Of note, the reverse paths, from percent days abstinent to subsequent AA involvement, were not significant. This pattern of findings suggests that, consistent with the findings of McKellar, et al. [25] , the association between abstinent outcome and AA involvement is unidirectional: from AA involvement to abstinence.
A p < .06 direct effect of treatment condition on percent days abstinent during treatment also was found. One possible interpretation of this direct path is that the DIR condition, in which therapists briefly discussed such topics as surrender and powerlessness and suggested readings from AA literature, contributed to an increase in awareness of the importance of abstinence among clients in that condition, relative to those in the TAU and MOT conditions.
Use of a motivational enhancement approach to facilitating AA did not have the hypothesized impact on AA-related variables and alcohol involvement measures. There are several possible reasons for this null finding. First, previous indications in the literature [e.g., 15] suggest that the treatments most effective at involving clients in 12-step programs reflect an overall treatment philosophy that is consistent with the 12-step model. The apparent mismatch between the philosophy guiding the motivational enhancement approach and that guiding the 12-step model may have contributed to making the motivational enhancement approach ineffective in facilitating AA involvement. For example, the motivational enhancement approach, although guiding participants towards AA involvement, was client-centered, and therapists did not take an overtly directive approach to promoting AA involvement as therapists did in the DIR condition.
Another possible interpretation for the failure to find an effect for the motivational enhancement approach is that it provided less direct exposure to AA-related concepts, relative to the directive approach. Specifically, during session 2, participants in the motivational enhancement approach received a two-page handout covering the strengths of AA and addressing common concerns about going to AA, with relevant therapist discussion. Although clients were asked to complete an AA cost/benefit worksheet as homework to session 2, this exercise did not provide the client with AA information or material (e.g., regarding AA Steps or readings). In contrast, in early sessions of the directive approach, therapists presented specific AA-related material by briefly discussing Steps 1, 2 and 3 (powerlessness, higher power, and surrender) and providing the AA "Big Book" and Living Sober. Indeed, the total percentage of AA-related material presented in this condition was almost twice what was presented in the MOT condition. This lack of exposure to AA principles in the MOT condition may have been insufficient to create knowledge-based "comfort" with or understanding of AA; these were more likely to be obtained in the directive condition, leading to increased AA attendance.
Our findings should be viewed with several limitations in mind. First, these results do not directly address the question of the efficacy of AA. Although we randomly assigned clients to facilitation condition, we did not randomly assign clients to attend or not attend AA; this randomization would be necessary to test the efficacy of AA attendance. We do, however, present evidence that AA involvement predicts subsequent abstinence, and that the reverse path -abstinence predicting subsequent AA involvement -is not consistent with our data.
A second limitation of the present research is the lack of objective verification (e.g., coded session audiotapes) that the motivational enhancement methods were implemented in a consistent and effective manner. However, the therapists received extensive training and ongoing supervision, which provided us with substantial assurance that the motivational enhancement methods were being applied effectively and appropriately.
Finally, the sample was primarily comprised of White clients (88%), and clients who were mandated to treatment were excluded from participation in the study. Thus, caution should be used in generalizing present results to populations of other ethnic and racial backgrounds and to clients who are mandated to treatment.
Conclusion
In summary, treatment employing an AA facilitation strategy that was strongly therapistdirected resulted in more AA meetings attended, more active AA involvement, and more abstinent days during portions of the year following treatment, relative to treatment that placed no special emphasis on AA. Further, modeling indicated that the effect of this therapist-directed AA facilitation treatment condition on improved abstinent days was partially mediated through AA involvement. Finally, evidence suggested that incorporating AA-related material into a skills-based treatment may also have a direct effect on treatment efficacy. These results suggest that treatment providers can effectively and productively facilitate involvement in AA, even in the context of treatment programs such as CBT that are not primarily 12-step focused. Raw means for baseline and follow-up assessments for drinking outcomes as a function of treatment condition. Mediation analysis examining the indirect effect of Alcoholics Anonymous involvement in the relationship between the directive facilitation strategy and percent days abstinent. Standardized regression weights are presented. + p < .06, ++ p < .10, *p < .05, **p < .01. Paths that are drawn but have no coefficients were included in the model, but not significant. The AA Meetings variable underwent an inverse transformation, thus reversing the direction of the variable. TAU + MOT versus DIR = the combined treatment as usual and motivational enhancement approach conditions versus the directive strategy condition; PDA = percent days abstinent (arc sine transformed); AA = Alcoholics Anonymous; AAI = Alcoholics Anonymous involvement; 4-6 Month = behavior occurring between four and six months after treatment end; 10-12 Month = behavior occurring between 10 and 12 months after treatment end. Table 1 Participant characteristics for the sample as a whole and by treatment condition Highlighted material designates condition-specific treatment content. TAU = Treatment as usual comparison condition; DIR = directive AA facilitation condition; MOT = motivational AA facilitation condition.
* Beginning with Session 3, a condition-specific review of AA occurred at the beginning of each session.
